Restricted vision may be a problem for patients with severe spinal deformity. Improved navigational vision is often achieved with a spinal operation. As an alternative to-this we developed prismatic spectacles for a patient with ankylosing spondylitis.
Case report
A 37 year old man was referred because of impaired distance vision. He had had disabling ankylosing spondylitis for 14 years and had been treated with spinal radiotherapy, extensive spinal physiotherapy, and intramuscular corticosteroid injections. Chronic gastrointestinal haemorrhage and anaemia had necessitated blood transfusions. He had undergone a spinal extension osteotomy at L3-4 in 1980 and developed postoperative respiratory failure requiring intensive care. Over the next four years his spinal flexion deformity recurred, but in view of costovertebral ankylosis, pulmonary apical fibrosis, and chronic respiratory failure he was not considered fit for a further orthopaedic corrective operation.
A flexion contracture of the spine with loss of all neck movements resulted in a head down position from which he could not see beyond 1-5 m with maximum upgaze. Despite a visual acuity without refractive error of 6/5 (Snellen chart) in both eyes he could not walk alone outdoors because of restricted vision due to this head posture.
After a careful trial with hand held prisms the medical physics department incorporated two 45 D base up plastic prisms into a normal spectacle frame with securing straps to the side of the frame (figure). The prisms were cemented to a flat piece ofclear plastic along the upper rim of the frames. All surfaces were highly polished. These spectacles were tested in a supervised mobility trial, which was successful, before they were issued.
The patient achieved a horizontal line of sight with upgaze and could see 6 m ahead with comfort when his eyes were in the primary position of gaze. He was able to resume walking outdoors unaided.
Discussion
Visual problems in ankylosing spondylitis are mostly due to anterior uveitis. Spinal deformities may restrict distance vision in advanced disease. Only four case reports that we are aware of describe special spectacles for such patients.'4 Mirrored prisms in reversed recumbent spectacles, described by one of us previously, provided too much upward deviation of light for this patient.3 Two 30 D, base down Fresnel's prisms were used successfully in another case report.4 Although some patients may be intolerant of such spectacles because of the weight, power, and attendant chromatic aberrations of the prisms, patients with visual handicap due to spinal deformity should be offered a trial ofprisms. This can be done simply with a pair of hand held prisms. Hospital based optometrists or ophthalmologists who liaise with the hospital's medical physics units may be able to supply modified optical aids on a trial and error basis.
The definitive treatment ofspinal deformity is spinal osteotomy, which has perioperative problems that include peripheral neurological complications, acute gastric dilatation, instability of the spine, continuation of deformity, and the increased morbidity of general anaesthesia seen in patients who have restrictive lung disease as a feature of ankylosing spondylitis.5
Clearly, this simple, inexpensive aid is a useful option for patients with ankylosing spondylitis, and we recommend it to general practitioners, orthopaedic surgeons, rheumatologists, and others who are likely to encounter these problems in clinical practice. 
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